Introduction {#S0001}
============

Sarcopenia is typically defined as the loss of muscle mass, strength and low physical performance with advancing age.[@CIT0001] The prevalence of sarcopenia is reported to be 5--13% in adults aged 60--70 years and up to 50% in those older than 80 years.[@CIT0002] The main consequences of sarcopenia include numerous physiological and psychosocial impacts, such as physical inactivity, loss of independent living and related depression/social isolation, frailty, falls, increased risks of chronic diseases such as diabetes, osteoarthritis, osteoporosis and coronary artery disease and increased mortality.[@CIT0003] Therefore, early recognition and intervention are important to mitigate deleterious outcomes in patients with sarcopenia.

Muscle mass depletion is an important characteristic of sarcopenia. Currently, muscle mass can be assessed by dual-energy X-ray absorptiometry (DXA), bioelectrical impedance (BIA), magnetic resonance imaging (MRI) and computed tomography (CT). Compared with the relatively high cost of CT and MRI, the radiation exposure of CT and DXA and the overestimate of muscle mass by BIA, B-mode muscle ultrasound shows several advantages such as simplicity, low cost, real-time, easy transport, and radiation-free. Therefore B-mode muscle ultrasound may be a potential method for assessing muscle mass and quality in every clinical setting.[@CIT0004] As we know, the age-related decline in muscle mass does not proceed in all anatomic regions at the same pace.[@CIT0005] Therefore, site-specific assessment of loss of muscle mass may be required for early and accurate detection, and the "regional" or "site-specific sarcopenia" has been detected by muscle ultrasound.[@CIT0006],[@CIT0007]

However, defining sarcopenia only in terms of muscle mass has limited clinical value, while age-related decline of muscle strength and physical performance, which can reflect muscle quality and function, could be extremely important in evaluating sarcopenia. Compared with muscle mass, muscle strength declines much more rapidly with aging and may contribute to a high prevalence of falls, disability and mortality.[@CIT0008]--[@CIT0010] Skeletal muscle strength is highly dependent on muscle mass, composition and architecture. Handgrip strength is the preferred method to assess muscle strength. In addition, the capacity to live independently is crucial to good quality of life, and low physical performance is the intimidation of an independent lifestyle at older age. Physical performance assessments such as the Short Physical Performance Battery (SPPB) can provide some perspective on the functional consequences of poor muscle quality. Low SPPB score has been shown to correlate with disability, decreased mobility and other clinical parameters including mortality.[@CIT0011] Nowadays, ultrasound is widely used to assess muscle mass and architecture which is related to muscle strength by muscle thickness (MT) and pennation angle (PA), respectively. Numerous studies have found a positive correlation between MT and handgrip strength, whereas the relationship between MT and physical performance remains uncertain.[@CIT0012]--[@CIT0014] Up to now, only a few studies investigated the relationship between PA and muscle strength and no significant correlation was observed,[@CIT0015],[@CIT0016] while the association between PA and physical performance remains unclear.

The aim of this study was to sonographically assess the regional MTs of both forearm and lower leg as well as PA of gastrocnemius in elderly Chinese community dwellers and to investigate the association between the ultrasound parameters with muscle mass, muscle strength and physical performance in order to explore the utility of ultrasound measurements in predicting sarcopenia.

Material and methods {#S0002}
====================

Study participants {#S0002-S2001}
------------------

The study subjects were selected from 348 elder community dwellers who participated in the annual health screening program at Huaqiao Road Community Health Service Center in Jiangsu, China, from May to October 2017. The inclusion criteria were 60 years or older. After extensive description of the study, 316 people participated in our study. 21 patients were excluded who had diseases that may affect muscle metabolism such as inflammatory myopathy, Parkinson's disease, stroke, myocardial infarction, significant liver disease, creatinine clearance of \<30 mL/min or cancer. Mental and nutrition status of the study subjects was assessed by mini-mental status examination (MMSE) and mini-nutritional assessment (MNA), respectively, and 9 subjects with cognitive impairment or malnutrition were excluded. 2 subjects who were unable to walk independently or had severe painful hand or wrist problems were also excluded. Among the remaining 284 subjects, 19 subjects who failed to go through the assessment of sarcopenia were excluded. Finally, 97 men and 168 women were included in this study.

Muscle mass, grip strength and physical performance assessment {#S0002-S2002}
--------------------------------------------------------------

The DXA scanner (Hologic Inc., Bedford, MA, USA) was used to measure total lean mass (LM) and regional LM including android, gynoid, trunk, upper limb and lower limb. Limb lean tissue mass (appendicular) was used as a good proxy for muscle mass. Appendicular lean mass (aLM) was calculated as the sum of LM in the arms and legs. The relative appendicular skeletal muscle mass (RASM) was calculated as aLM divided by height squared (aLM/height^2^, kg/m^2^). The instruments exhibited stable long-term performance \[coefficient of variation (CV) \<0.5%\] and satisfactory in vivo precision.

The grip strength of the dominant hand was measured three times by a hand dynamometer (Jamar®, Los Angeles, CA, USA). Three attempts with a 1-min interval between them were recorded, and the maximum value (in kg) was considered for further analysis.

Physical performance was assessed by SPPB including measurements of walking speed, standing balance and ability to rise from a chair as previously described.[@CIT0017] The assessments were performed by a single examiner in a silent room dedicated for clinical evaluations to avoid distractions during the procedures.

Ultrasound measurements {#S0002-S2003}
-----------------------

A B-mode ultrasound (Philips iU Elite, Bothell, WA, USA) with a linear transducer (5--12 MHz) was used to evaluate MT and PA. Cross-sectional images of the forearm MT were obtained on the anterior of the right forearm (at 30% proximal between the styloid process and the head of the radius) when the participants were in the supine position with their elbow extended, relaxed and their forearm supinated. Cross-sectional images of the lower limb MT were obtained on the posterior of the right shank (at 30% proximal between the lateral malleolus of the fibula and the lateral condyle of the tibia) when the participants were in the prone position with their legs extended and their feet hanging on the side of the examination table. MT was defined as the distance between subcutaneous adipose tissue--muscle interface and muscle--bone interface of radius, ulna, tibia and fibula ([Figure 1A](#F0001){ref-type="fig"} and [B](#F0001){ref-type="fig"}). PA (the angle of insertion of muscle fascicles into the deep aponeurosis) was measured on the longitudinal view by rotating the probe parallel to either the lateral or medial head of sural muscle on the position where we measured MT of the lower limb ([Figure 1C](#F0001){ref-type="fig"} and [D](#F0001){ref-type="fig"}). The probe was coated with water-soluble transmission gel to provide acoustic contact and reduce pressure. The pressure was reduced while scanning by suspending the linear probe on the skin surface and keeping perpendicular to the bed to achieve a clear image. To obtain precise measurements of muscle parameters, all measurements were performed by the same sonographer with 5 years of experience. All data were measured three times, and the average value was used for further analysis.Figure 1Typical ultrasound images. Transversal ultrasound images of anterior radial muscle and anterior ulnar muscle (**A**), posterior tibial muscle and posterior fibula muscle (**B**). Maximal muscle thickness was measured separately between the upper fascia to radius and ulna leading edge or to tibia and fibula trailing edge at the widest distance. Pennation angles were measured between muscle fiber and the deep fascia of the muscle (**C** and **D**).

Statistical analysis {#S0002-S2004}
--------------------

Descriptive data were shown as the mean ± SD. Differences in basic characteristics by gender were compared using Student's *t*-test for continuous variables. The association between the age and other basic characteristics was determined using Pearson's correlation analysis. The association between MT, PA and regional LM, grip strength, gait speed or SPPB was determined using Pearson's correlation analysis after adjustment for the age. Multiple linear regression models were used for RASM, grip strength, gait speed and SPPB analyses. All statistical analyses were performed using SPSS version 20.0 (IBM Corp, Armonk, NY, USA), and *p*\<0.05 was considered a significant difference.

Results {#S0003}
=======

Comparison of general characteristics between men and women {#S0003-S2001}
-----------------------------------------------------------

The study population consisted of 97 men (mean age: 69.33±6.77 years) and 168 women (mean age: 67.79±6.17 years). The general characteristics, MT and PA assessed by ultrasound, muscle mass, grip strength, gait speed and SPPB of the study population, are shown in [Table 1](#T0001){ref-type="table"}. There were no significant differences in the age, body mass index (BMI), PA, gait speed and SPPB between men and women. As expected, men had greater MT, muscle mass and grip strength than women. Due to the differences between men and women, we performed further analyses separately based on gender.Table 1Comparison of anthropometrics, MT, PA, muscle mass, grip strength, gait speed and SPPB of the subjects by genderCharacteristicMale (n=97)Female (n=168)*p*Age (years)69.33±6.7767.79±6.170.063Height (cm)168.38±5.85155.58±5.97\<0.001Weight (kg)69.06±9.2558.39±8.52\<0.001BMI (kg/m^2^)24.34±2.8224.09±3.040.515Waist circumference (cm)90.22±8.8284.70±8.97\<0.001Hip circumference (cm)96.55±6.2595.18±6.020.08Waist-to-hip ratio0.93±0.060.89±0.072\<0.001MT (muscle thickness) (mm)Anterior radial19.44±2.7715.68±2.24\<0.001Anterior ulnar39.24±3.133.18±3.17\<0.001Posterior tibial57.96±6.252.96±5.83\<0.001Posterior fibula35.14±7.2631.51±5.91\<0.001PA (pennation angle) (°)Gastrocnemius lateralis18.95±3.9918.91±4.470.946Gastrocnemius medialis24.12±4.6524.83±5.580.292Muscle massLM (kg)46.5±5.733.38±4.34\<0.001Android LM (kg)3.38±0.52.37±0.39\<0.001Gynoid LM (kg)6.99±0.845.0±0.73\<0.001Trunk LM (kg)22.36±3.0916.6±2.26\<0.001Upper limb LM (kg)5.53±0.893.35±0.57\<0.001Lower limb LM (kg)14.62±1.9910.11±1.5\<0.001aLM (kg)20.15±2.7513.45±1.99\<0.001RASM (kg/m^2^)7.09±0.85.55±0.73\<0.001Grip strength (kg)38.79±7.9324.59±4.35\<0.001Gait speed (m/s)1.28±0.271.27±0.260.575SPPB11.43±1.1511.31±1.590.525[^2]

Effects of the age on general characteristics, MT, PA, muscle mass, grip strength and physical performance {#S0003-S2002}
----------------------------------------------------------------------------------------------------------

To investigate the effects of the age on BMI, waist-to-hip ratio, MT, PA, muscle mass and function, we calculated Pearson correlation coefficients. As shown in [Table 2](#T0002){ref-type="table"}, anterior radial MT, total LM, trunk LM, upper limb LM and aLM were negatively correlated with the age in men. Anterior radial MT, anterior ulnar MT, posterior tibial MT, total and all evaluated regional MTs were negatively correlated with the age in women. No significant correlation was observed between PA and the age both in men and in women. Notably, muscle function, either grip strength, gait speed and SPPB were all negatively associated with the age in both genders.Table 2Effects of age on general characteristics, MT, PA, muscle mass, grip strength, gait speed and SPPBCharacteristicCorrelation with ageMaleFemaleBMI−0.043−0.109Waist-to-hip ratio0.0780.220\*\*Anterior radial muscle thickness−0.236\*−0.211\*\*Anterior ulnar muscle thickness−0.148−0.234\*\*Posterior tibial muscle thickness−0.103−0.209\*\*Posterior fibula muscle thickness−0.038−0.097PA (gastrocnemius lateralis)0.112−0.017PA (gastrocnemius medialis)−0.069−0.055LM−0.249\*−0.268\*\*\*Android LM−0.074−0.243\*\*Gynoid LM−0.168−0.295\*\*\*Trunk LM−0.243\*−0.254\*\*\*Upper limb LM−0.305\*\*−0.205\*\*Lower limb LM−0.193−0.233\*\*aLM−0.239\*−0.234\*\*RASM−0.136−0.059Grip strength−0.363\*\*\*−0.320\*\*\*Gait speed−0.239\*−0.357\*\*\*SPPB−0.488\*\*\*−0.189\*[^3][^4]

Correlation between MT, PA and regional LMs, RASM, grip strength or physical performance {#S0003-S2003}
----------------------------------------------------------------------------------------

To investigate the correlation between regional MT, PA and regional LMs, RASM, grip strength, gait speed or SPPB, we performed partial correlation analysis adjusted for the age. As shown in [Table 3](#T0003){ref-type="table"}, all evaluated regional MTs were positively associated with both absolute LM including upper limb LM, lower limb LM, aLM and relative muscle index RASM in both genders. For the association between MT and muscle function, forearm MT was positively associated with grip strength in men, while both forearm and lower leg MTs were positively associated with grip strength in women. In addition, anterior ulnar MT was positively associated with gait speed only in women. Gastrocnemius medialis PA was positively associated with gait speed and SPPB in women, and no significant correlation was observed between PA and muscle mass or function in men.Table 3Partial correlation between MT, PA and regional LMs, RASM, grip strength, gait speed or SPPBUpper limb LMLower limb LMaLMRASMGrip strengthGait speedSPPBMale**Muscle thickness** Anterior radial0.211\*0.247\*0.248\*0.331\*\*0.259\*0.0580.016 Anterior ulnar0.522\*\*\*0.425\*\*\*0.477\*\*\*0.435\*\*\*0.494\*\*\*−0.033−0.017 Posterior tibial0.390\*\*\*0.566\*\*\*0.539\*\*\*0.570\*\*\*0.071−0.022−0.029 Posterior fibula0.285\*\*0.391\*\*\*0.377\*\*\*0.483\*\*\*0.0130.034−0.018**PA** Gastrocnemius lateralis−0.013−0.110−0.084−0.084−0.025−0.067−0.011 Gastrocnemius medialis−0.083−0.120−0.115−0.042−0.001−0.087−0.072Female**Muscle thickness** Anterior radial0.398\*\*\*0.267\*\*\*0.316\*\*\*0.283\*\*\*0.165\*0.0420.027 Anterior ulnar0.443\*\*\*0.408\*\*\*0.435\*\*\*0.325\*\*0.323\*\*\*0.180\*0.002 Posterior tibial0.483\*\*\*0.524\*\*\*0.534\*\*\*0.468\*\*\*0.236\*\*0.0820.026 Posterior fibula0.452\*\*\*0.506\*\*\*0.511\*\*\*0.498\*\*\*0.246\*\*0.126−0.031**PA** Gastrocnemius lateralis−0.0440.010−0.005−0.0270.0630.0890.118 Gastrocnemius medialis−0.0310.010−0.001−0.0290.0890.198\*0.170\*[^5][^6]

Multiple linear regression analysis of MT and PA on RASM, grip strength or physical performance {#S0003-S2004}
-----------------------------------------------------------------------------------------------

Given the significant relationship between the age, MT, PA and RASM, grip strength, gait speed or SPPB, we further performed multiple linear regression analysis. In the model adjusted for the age and BMI ([Table 4](#T0004){ref-type="table"}), posterior tibial MT was positively associated with RASM in men (β=0.211, *p*=0.03), and posterior fibula MT was positively associated with RASM in women (β=0.272, *p*=0.001). Anterior ulnar MT was positively associated with grip strength in both genders. The positive correlation between gastrocnemius medialis PA and gait speed and SPPB still persisted in women (β0.187, *p*=0.015, for gait speed; β=0.179, *p*=0.031, for SPPB).Table 4Multiple linear regression analysis of MT and PA on RASM, grip strength, gait speed or SPPBVariablesMaleFemaleβt*p*βt*p***RASM** Anterior radial muscle thickness-0.042-0.4980.6200.0420.5750.566 Anterior ulnar muscle thickness0.1641.9520.0540.0660.8560.394 Posterior tibial muscle thickness0.2112.2050.0300.0830.9030.368 Posterior fibula muscle thickness0.0180.1960.8450.2723.3490.001 PA (Gastrocnemius lateralis)-0.121-1.5530.1240.0050.0760.939 PA (Gastrocnemius medialis)-0.145-1.7900.077-0.107-1.6240.106**Grip strength** Anterior radial muscle thickness0.0510.4710.639-0.035-0.4050.686 Anterior ulnar muscle thickness0.5374.9650.0010.2833.1670.002 Posterior tibial muscle thickness-0.025-0.2040.8380.0150.1390.890 Posterior fibula muscle thickness-0.030-0.2510.8030.1481.5740.118 PA (Gastrocnemius lateralis)0.0380.3810.7040.0690.8780.381 PA (Gastrocnemius medialis)-0.124-1.1870.2390.0460.5970.552**Gait speed** Anterior radial muscle thickness0.0990.7600.449-0.081-0.9590.339 Anterior ulnar muscle thickness-0.095-0.7230.4720.2132.3910.018 Posterior tibial muscle thickness-0.139-0.9350.3520.0060.0590.953 Posterior fibula muscle thickness0.0600.4130.6810.1401.4910.138 PA (Gastrocnemius lateralis)-0.045-0.3740.7090.0450.5720.568 PA (Gastrocnemius medialis)-0.099-0.7850.4350.1872.4490.015**SPPB** Anterior radial muscle thickness0.0590.4920.6240.0200.2150.830 Anterior ulnar muscle thickness0.0120.0970.9230.0040.0430.965 Posterior tibial muscle thickness-0.028-0.2090.8350.1331.1690.244 Posterior fibula muscle thickness0.0340.2590.796-0.058-0.5700.570 PA (Gastrocnemius lateralis)0.0440.3960.6930.0340.4010.689 PA (Gastrocnemius medialis)-0.081-0.7010.4850.1792.1710.031[^7][^8]

Discussion {#S0004}
==========

In this study, we made the following findings: only site-specific MT but not PA was negatively correlated with the age; posterior tibial MT and posterior fibula MT were positively associated with RASM in men and women, respectively; anterior ulnar MT was positively associated with grip strength in both genders; and gastrocnemius medialis PA was positively associated with both gait speed and SPPB only in women.

Loss of skeletal muscle mass has been regarded as the key element for diagnosing sarcopenia; thus, a precise quantitative estimate of muscle mass is fundamental for diagnosing sarcopenia in older individuals.[@CIT0001] In the present study, the sites for measuring MT were forearm (anterior radius, anterior ulna) and lower leg (posterior tibia, posterior fibula), which represented the upper and lower limbs, respectively. These sites were easy to measure, were closely related to the limb functio, and have been examined in previous studies.[@CIT0014],[@CIT0018],[@CIT0019] Our data demonstrated that only anterior radial MT was negatively correlated with the age in both men and women, consistent with a previous study.[@CIT0020] Previous studies have highlighted the importance of muscle quality rather than muscle mass alone in evaluating muscle performance and sarcopenia.[@CIT0021]--[@CIT0023] Muscle quality refers to the muscle's functional capacity, including force, contraction ability, metabolism and other functions. PA is one of the most important architectural parameters which can determine the maximum force of contraction.[@CIT0024] Previous studies demonstrated that the elderly have reduced gastrocnemius medialis PA compared with young individuals.[@CIT0025],[@CIT0026] Human gastrocnemius medialis PA increased monotonically since birth, reached a stable value after the adolescent growth spurt and did not change until 70 years old.[@CIT0027] The age of our study population was between 60 and 86 years, and age-associated reduced PA was not observed in our study.

Multiple studies demonstrated that ultrasonic measurement of regional MT has a high concordance with DXA-predicted estimates of muscle mass,[@CIT0018],[@CIT0028],[@CIT0029] CT-derived muscle volume[@CIT0030],[@CIT0031] and MRI-based muscle mass,[@CIT0032]--[@CIT0034] suggesting that muscle ultrasound can provide qualitative information on skeletal muscle. Consistently, our partial correlation analysis found that regional MTs of forearm and posterior leg were significantly correlated to DXA-measured absolute LM and relative muscle index RASM in both genders. Even in multiple linear regression model, MT of the posterior leg, mainly containing gastrocnemius and soleus, was positively associated with RASM. Compared to previous studies reporting that forearm MT was related with aLM or total LM,[@CIT0014],[@CIT0027] our results indicated that ultrasound MT measurement of the posterior leg is more useful to predict muscle mass in the elderly. As we know, the age-related loss of MT has been shown to be greater in the abdomen and thigh anterior than in other body parts.[@CIT0018] However, because MTs of these sites were not evaluated in the present study, we cannot make a conclusion regarding the site at which MT value may be a representative predictor of sarcopenia in Chinese elderly.

The European Working Group on Sarcopenia in Older People (EWGSOP) recommended that handgrip strength is the most useful criteria of age-related change in muscle strength in older individuals and is related to lower-extremity muscle strength.[@CIT0001] Numerous studies have revealed a significant relationship between forearm MT and handgrip strength in both young and elderly volunteers.[@CIT0014],[@CIT0035] Coincidentally, our results confirmed that anterior ulnar MT was significantly correlated with handgrip strength in both genders; thus it may be a more useful parameter for predicting handgrip strength in Chinese elderly. Why the correlation was only observed for anterior ulnar but not anterior radial MT? The reason is unknown, but may be related to the composition of anterior ulnar muscles. Anterior ulnar MT included mainly two major flexor muscles (flexor digitorum profundus and flexor digitorum superficialis), which produce flexion movement for the middle phalanges of the fingers, and may be an important contributor for measuring handgrip strength by a dynamometer.[@CIT0014] Additionally, we found no significant correlation between PA and handgrip strength, consistent with previous studies.[@CIT0015],[@CIT0016]

Although the parameters of physical performance, such as gait speed and SPPB, have been emphasized in the most recent definitions of sarcopenia, the role of skeletal muscle ultrasound for evaluating physical performance in elderly individuals remains speculative. Age-related loss of muscle mass has been considered as a factor affecting physical performance,[@CIT0036] whereas the relationship between muscle mass and physical performance remains controversial.[@CIT0012]--[@CIT0014],[@CIT0037] Different age, muscle status and muscle assessment site may lead to an inconsistent conclusion. In our multiple linear regression model, only anterior ulnar MT was positively correlated to gait speed in women, while no relationship was observed between other regional MTs and gait speed and SPPB. The muscle strength is a determinant of physical performance in old individuals.[@CIT0038]--[@CIT0040] However, to our knowledge, the relationship between PA and physical performance remains unclear. The most significant finding of our study is that gastrocnemius medialis PA was positively associated with physical performance including both gait speed and SPPB in women but not in men. The reason for this apparent sex difference is still unclear. One reason may be that women have a larger proportion of muscle mass in their lower bodies.[@CIT0041] In our study, sample size of male participants was smaller than that of female participants, indicating another potential reason for gender-specific differences in correlation.

This is perhaps the first study that investigated the correlation of MT and PA measured by ultrasound with muscle mass, muscle strength and physical performance. Our study demonstrated that regional MT was positively associated with RASM and handgrip strength, and gastrocnemius medialis PA was positively associated with physical performance. According to the EWGSOP, there are two criteria for diagnosing sarcopenia: low muscle mass plus either low muscle strength or low physical performance.[@CIT0001] Thus, our results support that for the initial diagnosis of sarcopenia, a combination of regional MT (posterior tibial MT in men, posterior fibula MT in women and anterior ulnar MT in both genders) and gastrocnemius medialis PA would be useful parameters in Chinese elderly, especially in women. Nevertheless, this study has other limitations including small sample size, single center and lack of comprehensive ultrasound information such as muscle physiological cross-sectional area, fascicle length and muscle echogenicity.

Ultrasound has been used as a safer and easily applicable method for evaluating muscle mass and quality. According to our results, we could recommend the use of ultrasound to evaluate regional MT and gastrocnemius medialis PA in the assessment of sarcopenia in Chinese elderly. However, due to the limitations such as relatively small sample size and single center, larger samples from different regions are needed to select appropriate diagnostic cutoff values for sarcopenic diagnosis. In addition, MT and PA of other regional muscles such as the thigh compartment should be evaluated in further studies.

Conclusion {#S0005}
==========

In summary, sarcopenia is a public health disease that damages the quality of life and increases the mortality in the elderly. Our results suggest that a combination of posterior fibula MT, anterior ulnar MT and gastrocnemius medialis PA measured by muscle ultrasound is a promising method for the assessment of sarcopenia in Chinese elderly women. In addition, a combination of posterior tibial MT and anterior ulnar MT measured by muscle ultrasound is a promising method for the assessment of sarcopenia in Chinese elderly men. Further studies are needed to validate our conclusion.
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MT, muscle thickness; PA, pennation angle; BMI, body mass index; LM, total lean mass; aLM, appendicular lean mass; RASM, relative appendicular skeletal muscle mass; SPPB, Short Physical Performance Battery.
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    **Abbreviations:** MT, muscle thickness; PA, pennation angle; BMI, body mass index; LM, total lean mass; aLM, appendicular lean mass; RASM, relative appendicular skeletal muscle mass; SPPB, Short Physical Performance Battery.

[^3]: **Notes:** \**p*\<0.05; \*\**p*\<0.01; \*\*\**p*\<0.001.

[^4]: **Abbreviations:** BMI, body mass index; PA, pennation angle; LM, total lean mass; aLM, appendicular lean mass; RASM, relative appendicular skeletal muscle mass; SPPB, short physical performance battery.

[^5]: **Notes:** R correlation coefficient, \**p*\<0.05; \*\**p*\<0.01; \*\*\**p*\<0.001, Adjustment for age.

[^6]: **Abbreviations:** LM, total lean mass; aLM, appendicular lean mass; RASM, relative appendicular skeletal muscle mass; SPPB, short physical performance battery; PA, pennation angle.

[^7]: **Notes:** Adjustment for age and BMI, β standardized coefficient.

[^8]: **Abbreviations:** RASM, relative appendicular skeletal muscle mass; PA, pennation angle; SPPB, short physical performance battery.
